Vaginal cuff dehiscence is a rare but serious complication that can develop after hysterectomy. Emergent surgical intervention is required for vaginal cuff dehiscence due to the potential subsequent vaginal evisceration, which may lead to necrosis of the small bowel. A 62-year-old nulliparous woman with a 30-year history of smoking, diabetes mellitus, and rheumatoid arthritis (treated with oral steroids) presented with a vaginal cuff dehiscence. Thirty-eight days before the admission, she had undergone a radical operation including total abdominal hysterectomy for uterine corpus cancer at another hospital.
Introduction
Vaginal cuff dehiscence is a rare but serious complication of hysterectomy, defined as a full-thickness separation, partial or total, of the anterior and posterior edges of the vaginal cuff. The vaginal cuff dehiscence is closed using a double-layer continuous suture technique using absorbable barbed suture (V-Loc) proceeding from the right to the left side, and returning to the right side. ply was sufficient for tissue fusion, we determined that debridement was unnecessary (Fig. 3) . Peritonitis was negligible, and no pelvic or peritoneal abscess was detected. The prolapsed segment of the small bowel (20 cm) was reduced into the abdominal cavity using an atraumatic fenestrated forceps. The bowel was confirmed to have no injury and no interruption of the vascular supply; it showed normal color throughout its length. After meticulous peritoneal washing with abundant normal saline, the vaginal cuff was repaired with a two-layer continuous closure using absorbable barbed sutures (V-Loc; Medtronic, Minneapolis, MN, USA) (Fig. 4) . Moreover, we used a single continuous suture to close the peritonea of the bladder and rectal sides (Fig. 5) . We completed the procedure with the placement of a pleated drain on the pelvic floor (Fig. 6) .
The postoperative course was uneventful, and on day three the drain was removed, and antibiotic administration discontinued. The patient was discharged following the initiation of treatment for her type 2 DM. Outpatient examinations performed two and six weeks postoperatively confirmed the intact complete vaginal cuff closure and normal healing.
The patient provided verbal and written informed con- 6 reported that malignant disease was not a risk factor for vaginal cuff dehiscence.
On the other hand, Ceccaroni et al. 4 found that malignant disease was a significant and independent risk factor for vaginal cuff dehiscence and reported an incidence of 0.8% (9/1,153) after total hysterectomy for malignancy versus 0.2% (4/2,289) when performed for pelvic prolapse (p=.014). Although few investigations of this problem are available and they show conflicting results, vaginal cuff dehiscence after hysterectomy for a malignant tumor requires more intensive care, because these patients are elderly in many cases and more likely to have other risk factors than patients treated for benign diseases.
Vaginal evisceration complicates 35 67% of vaginal cuff dehiscence cases 4, 5 . Although the distal ileum is the most frequently prolapsed organ, cases of omental, appendiceal, and fallopian tube prolapse are reported 7, 8 .
Small bowel evisceration is a surgical emergency because of its potential for bowel necrosis resulting from impeded blood flow, which occurs at a frequency of up to 30% 3 .
Three and three subsequent cases have been reported 11 13 .
In contrast to the present case, none of these was performed after a hysterectomy for a malignant disease.
Thomopoulos et al. 13 Laparoscopic repair has two advantages, including minimal invasiveness and the ability to perform intraperitoneal examination and washing. However, the cases of vaginal cuff dehiscence complicated by bowel necrosis or peritoneal abscess are likely to require laparotomy.
Conclusion
To the best of our knowledge, this is the first case report of vaginal cuff dehiscence and evisceration performed after radical surgery for uterine malignancy repaired by a solely laparoscopic operation, and it was successful in spite of multiple patient risk factors for poor wound healing. Based on our review of the literature and practical experience, laparoscopic surgery appears to be a safe and minimally invasive method for the repair of vaginal cuff dehiscence and evisceration, and a two-layer continuous technique using absorbable barbed suture is useful for the vaginal cuff closure. As vaginal cuff dehiscence is a rare complication with limited data available for analysis, verification of our findings requires further cases accumulation and subsequent clinical reports.
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